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intravascular ultrasound guided re-entry as a bridge to heart trans-
plantation is feasible in patients with severe coronary artery disease
and ischemic cardio myopathy.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. BSN
Relevant clinical history and physical exam. The case is a 63-year-old man
with underlying atrial ﬁbrillation, hypertension, and diabetes melli-
tus. He was diagnosed with coronary artery disease, 3-vessel, in 2000
and received coronary artery bypass grafting with saphenous venous
graft (SVG) to left anterior descending artery (LAD); SVG to left
circumﬂex artery (LCX) and right coronary artery (RCA).The SVG to
LAD was occluded in 2006, when PCI to LAD failed.
He presented with chest pain and dyspnea 2 weeks before the index
procedure.
Relevant test results prior to catheterization. The electrocardiogram
showed atrial ﬁbrillation rhythm and left ventricular hypertrophy by
voltage criteria. Chest X-ray showed enlargement of left ventricular.
Thallium 201 myocardial perfusion scan revealed reversible perfusion
defect at anteroseptal region
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LAD mid portion total occlusion with intracoronary collateral through
the ﬁrst and fourth septal branch. LCX distal portion was occluded.
Right coronary angiography showed RCA mid portion total occlusion.
SVG angiography showed sequential anastomosis to obtuse marginal
branch and posterior descending branch of RCA.
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Procedural step. A 7F EBU 3.5 guide catheter (Medtronic Launcher guide
catheter) was engaged to leave main oriﬁce. Wiring with Fielder XT
(ASAHI Intecc) and Corsair 150 cm microcatheter (ASAHI Intecc) suc-
cessfully reached the junction of the fourth septal branch and distal LAD.
Attempt of sub-intimal tracking and re-entry failed. After then, with
reverse controlled antegrade and retrograde sub-intimal tracking,wewere
able to cross the CTO segment with use of Conquest Pro (ASAHI Intecc)
and ﬁnecross 130 cm microcatheter (Terumo Interventional System).
Externalization with RG 3 (ASAHI Intecc) was performed successfully,
followed by balloon dilatationwith 1.5 x 8mmMaverick balloon catheter
(Boston Scientiﬁc). After antegrade wiring with Rinato (ASAHI Intecc) to
distal true lumen, sequential balloon dilatation with 2.0 x 20 Maverick
(Boston Scientiﬁc) and 2.5 x 20 Maverick (Boston Scientiﬁc) was per-
formed. A2.75 x 38 PromusElement drug-eluting stent (Boston Scientiﬁc)
and a 2.5 x 28 PromusElement (Boston Scientiﬁc) drug-eluting stentwere
deployed at mid and distal part of LAD, respectively. The procedure suc-
ceeded without complication.Case Summary. With suitable anatomy, successful revascularization of
LAD CTO with septal-septal collateral channel can be achieved.
Despite acute angle between two septal branches in our case, devices
today still have chance to cross the angle, and maintain enough
penetration power to re-entry the true lumen. EBU guide catheter
provided adequate support, which is especially important while
antegrade and retrograde intervention are carried out through the
same guide catheter.
